Abstract. To (2) (3) (4) (5) . This diagnostic strategy is proposed to avoid the rare side-effects of exogenous TRH, to reduce the number of samples to be evaluated, and thus to minimize the costs per patient (3, 5) .
\m=ge\0.2 mU/l 20 min after administration of 400 \ g=m\ g TRH iv)
in the diagnosis of hyperthyroidism we examined 193 consecutive patients from our thyroid outpatient clinic: 34 patients displayed hyperthyroidism (total T4: 184.4\m=+-\26.0\g=m\mol/l,effective thyroxine index: 1.25\m=+-\0.08),whereas 12 had isolated T3-hyperthyroidism (total T3: 3.47\m=+-\0.48 nmol/l). Employing the producer's definition of subnormal ("suppressed") bTSH concentrations (\m=le\0.1mU/l), only 19 (2) (3) (4) (5) . This diagnostic strategy is proposed to avoid the rare side-effects of exogenous TRH, to reduce the number of samples to be evaluated, and thus to minimize the costs per patient (3, 5) . It For further interpretation of the data, the diag¬ nostic efficacy, defined as the sum of true positive and true negative results (x 100%) was related to the total number of examined patients (8 (Table 4) . As expected, most of the patients had completely suppressed sTSH levels (9) . This indi¬ cates that a new criterion for the interpretation of (11, 24, 25) . In spite of arguments to the contrary (time consumption, cost excess and patient incon¬ venience) the further clinical use of the TRH test is justified owing to its superior diagnostic validity (26) .
In conclusion, despite ultra-or supersensitive methods for the estimation of low TSH concentra¬ tions, the TRH test is still irreplaceble for the cor¬ rect diagnosis and exclusion of hyperthyroidism.
